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ABSTRACT 
 
The purpose of this nursing research study was to explore the perceptions of patients who were provided with a 
direct line of communication via a “hotline” to the Chief Nursing Officer in order to provide them with a voice in 
decisions which directly involve their care. 
 
Qualitative analysis revealed recurring themes identifying the “hotline” as reassuring, and offering a level of 
security. Another theme involved the patients relating situations that needed to be remedied including noise within 
the hospital environment, waiting for pain medication or using the call light without receiving assistance in a timely 
manner. Some calls to the hotline centered on compliments for the nursing staff. The findings from this 
phenomenological study which viewed the hospital world through the lens of patients' eyes have many implications 
for nursing practice. Implications for nursing practice include enhanced communication among nurses and patients, 
increased patient satisfaction with their health care experience and improved staff satisfaction in the acute care 
environment. A hotline to the chief nursing officer is only one way to ensure that the patients’ voices are heard and 
acted upon but this direct line of communication was found to be an effective tool.  
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INTRODUCTION 
 
atients who are hospitalized often have a sense of helplessness and loss of control over healthcare 
decisions that impact their lives (Vitek, 2008). Patients are often silent as nurses and physicians 
complete walking rounds and state the plan of care in the presence on patients without asking for 
their input. According to Boykin and Schoenhofer (2001), authentic presence may be understood simply as one’s 
intentionally being there with another in the fullness of one’s personhood. Authentic presence may initiate and 
sustain caring in nursing situations. The nurse must be committed to listening to the voices of patients regarding 
their values, choices, concerns and requests. Advocacy may be viewed as the moral commitment to foster patients’ 
autonomy (Gadow, 1989). The purpose of this nursing research study was to explore the perceptions of patients who 
were provided with a direct line of communication via a “hotline” to the Chief Nursing Officer in order to provide 
them with a voice in decisions which directly involve their care. 
 
Conceptual Framework 
 
The philosophical framework for this study was based on the Heideggerian interpretive phenomenological method 
summarized by Brenner (1994). Heidegger reported that by studying a phenomenon "that which shows itself" is 
revealed "to the things themselves" by the use of ontology, the explanation of Being itself and the revealing of Being 
entities (Heidegger, M. 1962). This was accomplished by asking the participants during the interview process what it 
was like to be (during a certain circumstance) and seeking clarification and validation of the story that is told.   
 
Setting 
 
Two medical surgical floors in two sister medical centers in southeastern Florida served as the setting for this study. 
The units were a 20 bed inpatient medical/nephrology unit and a 17 bed progressive care/telemetry unit respectively. 
 
P 
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Participants  
 
A total of 40 patients from two different sister hospitals in southeastern Florida were invited to participate in this 
qualitative nursing research study over a period of three months. Of the 40 study participants, 30 patients utilized the 
“hotline”.  
 
METHODOLOGY 
 
Participants met specific inclusion and exclusion criteria in order to participate in the study. Participants were 
eighteen years of age or older and of any gender and ethnicity. Participants were deemed legally competent and 
therefore could provide an informed consent. Participants were able to read and speak English. Patients were 
randomly selected from the daily census reports on the medical/nephrology unit and the progressive care/telemetry 
unit. The “hotline” number to the Chief Nursing Officer was identified in red on the patient communication board in 
each of the patient’s rooms. The participants were invited to contact the Chief Nursing Officer regarding any aspect 
of the patient care experience 24 hours per day seven days a week for the duration of the study. On the day of 
discharge, the patients were contacted by one of the co-investigators for the purpose of conducting a semi-structured 
interview regarding the patient care experience as it related to the use of the “hotline” to the Chief Nursing Officer.  
 
Instrument 
 
Questions for semi-structured interviews were as follows: 
 
“Tell me about your experience using the hotline.” 
 
“Describe how direct access to the Chief Nursing Officer impacted your patient care experience.” 
 
“Is there anything else that you believe may be important for us to know about your experience as a 
patient?” 
 
DATA ANALYSIS 
 
The qualitative data from the patient interviews were analyzed using thematic analysis to identify common themes 
and place them into larger categories (Krueger, 2000). Each of the transcripts was read thoroughly a total of four 
times by both nurse researchers. The interrater agreement rate between the authors was above 95 %. After discussion 
and refining of the common themes, the agreement between the researchers reached 100 %. Qualitative analysis 
revealed four major themes. The themes that were identified were then compared with field notes in an attempt to 
confirm consistency between the common themes that were generated from the transcriptions and the summaries of 
the patient interviews written by the researcher (Morse & Field, 1995).  
 
The first theme identified the “hotline” as reassuring, and offering a level of security.  
 
“I felt a comfort that someone in high authority would be available to me. It is nice to know that the owner 
cares.” 
 
“Well, you come in to see me. It’s good to know that the hospital cares about what the patient thinks.  I 
have a say so. Something I say might make things better.  “I felt I was important enough to have my 
concerns addressed.” 
 
“I really haven’t needed to call the hotline at all. In fact, when they reviewed the program with me and 
indicated what it was all about, I said “well, you guys are so great around here; I’m not so sure I’m going to 
have to utilize the hotline. But it’s a nice comfort to know that it’s there.” 
 
“I would feel more comfortable in using the hospital. It’s nice.” 
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“I felt that my needs were met and did not need to call you. The charge nurse took care of the one small 
problem I had with one of the nurses.” 
 
“I had a feeling of reassurance knowing I could call the person in charge of the hospital. I never had to, but 
would have if I was worried about my stay.” 
 
“I just think it’s a confirmation that if I did have any questions, that people here couldn’t answer, I could 
just pick up the phone and call and that’s a nice, comforting feeling.” 
 
“It reversed most of my feelings or took what was already a good experience that went negative and 
reversed it back.” 
 
“It was really reassuring to know that if something really needed, I needed someone to talk to about 
something serious.  I think it’s serious in the sense that I wouldn’t just call up and say “hello, how are you 
today?”, because 24/7, that’s pretty heavy duty. It was very comforting because I have been in a situation in 
a hospital where I really wanted something done and they, just like, ignored me completely. But, here it’s 
been very positive.  It makes you feel very secure.” 
 
“It felt reassuring to know that I could call about something serious and would not be ignored.” 
 
The second theme involved relating a situation that needed to be remedied. 
 
Pain Medication 
 
“I called for pain medication but it took forty-five minutes for the nurse to answer the call light.”  
 
Sleep Disturbances 
 
“Lately, they have been waking me up at quarter till 4 to take the blood, do the blood work, and then they 
would give me one of my shots throughout the day. And, so then I ‘m up, and I try to go back to sleep. 
And, I do, because I can just put my head on the pillow and go back to sleep. Then, they’re waking me up 
at 6, then 7, then 8. No sleep for the weary when you’re in the hospital.” 
 
Noise 
 
“The only negative factor of my stay that stood out was the noise at night – I wish that people were quieter 
so I could sleep. Once I got to sleep, it was time for my blood to be drawn again. Everything else was 
good!” 
 
“But some of them are damn loud; you’d think they’re at a bar.” 
 
“And they all talk and as they’re talking, their voices get louder and louder.” 
 
“Well, you know in the middle of the night, those bells start ringing. That’s aggravating when I’m 
sleeping.” 
 
“Well, a couple of times in the middle of the night, when they came to do blood work or whatever they do, 
I want to get back to sleep.  They rush out and leave the door open.  With all this junk on, I gotta get up and 
pull this thing around and close the door. And, it’s a little aggravating. I don’t to bother people and say 
come and close the door. They’re busy. They gotta come and close the door. Just close the door when you 
leave. It’s so easy.” 
 
“You have to have the people at night be a little more considerate about the patients that aren’t under such 
medication that they’re out all night. I’m not out all night and I hear them laughing. I hear them talking so 
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loud, I say please close my door. They don’t close my door. It’s like I know they were moving and 
everything. But, just try and be a little more considerate of the people that are in here.” 
 
Meals 
 
“The toast for breakfast was awful. That’s about the only negative I had. Otherwise, I am a very sick person 
all the time and need a lot of attention. The nurses gave me very good attention.” 
 
"Yes, the food situation.  All I could eat was crackers and toast.  Every time I got toast, it was burned, so I 
stopped asking for it."   
 
The third theme revolved around waiting and the hospital schedule. 
 
Waiting 
 
Waiting was viewed as an important consideration by inpatients in evaluating the quality of the care they received 
by nurses and hospital personnel.  
 
“My care seems 90%. There were many times I would say, can I have something and I wait a couple hours. 
With this, as a matter of fact. She pulls the tube out at 6:30 and says someone will be right back; 2 ½ hours 
later somebody came. That’s not right. Don’t say to me, I’ll be will right back. Say, geez it’s gonna take me 
an hour or so. Ok, then I can accept that. But, don’t say it’s gonna be a few minutes, then 2 hours later, 
someone comes back.” 
 
“Overall, my experience has been pretty good. Except for sometimes I know it takes awhile for them to get 
to you because there are other patients. But, sometimes I would have to wait like an hour someone just to 
come. Other nurses were here within minutes.” 
 
“Nobody comes. I have waited 45 minutes; I just go in the bed. What are you gonna do?” 
 
“Well, like I had a catheter in and it kept exploding because of what I had done and so they said just take it 
out, use the bed pan and when you can’t get to it, they’ll just clean you up.  One guy came in and he didn’t 
really know. And, he said well, “if you’re gonna have that many trips using the bed pan; you might as well 
have the Foley put back in.” Well, that wasn’t the purpose in the first place. The purpose was basically to 
get me healed down there. He said “if you’re on the bed pan too long, it’s gonna make a hole right through 
your skin and that’s not a pretty sight.”  “When he said that I felt just plain stupid.”  
 
Hospital Schedule  
 
“The one thing is that I felt like I almost needed to get a secretary to organize my schedule with all the 
appointments they had.  The doctors were coming in, the nurses were coming in, the therapy was going on. 
They were taking me to take x-rays or have treatments or whatever it is. So, I guess that’s what it’s all 
about. I’m pleased with that because they’ve taken excellent care. I really do feel comfortable, and I’ve 
talked to doctors, friends of mine who live outside of the state and tell them the kind of care I’m getting, 
and they say I’m getting very good care. I’m telling them every process, because I absorb when the doctors 
come in and tell me what’s going on and the reason I’ve been in here so long is because my Coumadin 
levels have not gotten to the level where they need to be. And so, with that, it’s a…I’d rather be alive than 
the alternative.” 
 
“Maybe I’m not being fair.  It’s all different. Everything seems to be rushed.  In the room, out of the room.  
It’s hard because when you’re sick or on medication, you need the time to think of questions that might pop 
up. And, if somebody gives you that extra minute of two, you might be able to remember it if you forgot 
it.” 
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“I must have all my liquids measured and during the night, they don’t empty my hat often enough so that I 
can go.”   
 
“I called the hotline because I wanted to send a copy of my medical record to my family doctor back home. 
I am not from here and I would like his input in making decisions about my care. Can you help me cut 
through the red tape to get this done quickly?” 
 
The fourth theme centered on compliments for the nursing staff. 
 
“I have been a patient in many hospitals, but the nurses in this hospital are the best I have ever 
encountered.” 
 
“She’s a pistol.  She’s funny. I can’t believe she’s from the Midwest somewhere. She’s has a New York 
attitude, like I kind of did.  I said, oh-oh, we’re gonna butt heads. She was fine. You sound just my 
girlfriend yelling at me. She said I wasn’t yelling at you. I was just trying to get your attention. You were in 
the bathroom; I didn’t know if you could hear me. So, I started yelling for you. So, we kind of laughed 
about that. But, as the days worn on, she was very attentive and everything. Even when she worked the 
other end of the floor, she took the time to come down and see me. See how I was feeling. And, I had 
questions about certain tests that scared me a little bit. She explained them to me. Took the time to print out 
something so I felt comfortable with the procedure. She’s so nice.”  
 
“Service was excellent – food, nurses, housekeeping – the BEST. My sister, from New York, when 
visiting, wouldn’t believe how clean the facilities were.” 
 
“They’ve done everything they can for me.”  
 
“Everybody here was so wonderful. Every nurse I had; every PCT I had made it all like family.” 
 
Hospital Staff 
 
The lived experience of the hospitalized patient illustrated a connectedness between the patient and hospital 
workers, other than nurses, in the hospital environment. Consistently, patients described their experiences with 
ancillary staff such as housekeeping, dietary and laboratory personnel. 
 
“This is about the person who cleans. She’s so sweet. And, we talk when she was cleaning the room. Little 
things like that make you feel comfortable; when people take the time.” 
 
“There was a lady from the kitchen and we have kind of been hitting it off. She said one time we’ll get 
together or something. I don’t know if it’s OK for her to do that. But, when she brings the meals up, she 
brought me a magazine.” 
 
“The switchboard operator….I can’t remember her name. She sent me a book the first weekend I’m here. 
Something to laugh about.  I get along with people easy. But, usually when you’re in the hospital, 
everybody’s so cut and dry.” 
 
“I am calling to let you know that the nurses in this hospital are just the best.” 
 
Reasons why patients did not call the hotline 
 
“I felt that my needs were met and did not need to call you. The charge nurse took care of the one small 
problem I had with one of the nurses.” 
 
American Journal of Health Sciences – June 2016 Volume 7, Number 1 
Copyright by author(s); CC-BY 28 The Clute Institute 
"It’s been fabulous. I love the nurses and you know, the practitioners. I call them that. They call them techs.  
They’ve been really, really good to me. They’re always asking if they can do more. It’s been a very 
positive experience. And, I’ve been here a long time. 
 
“Actually, I was gonna call you yesterday.  I had a nurse yesterday; I don’t remember what her name is. 
She was a dayshift nurse.  She doesn’t normally work this floor. But, she came in and gave me an attitude 
and was really ignorant towards me, because I told her the way they had been giving me my medication 
here and she tried to tell me that I was wrong. That I don’t get stuff that way. So, I had her go get the 
charge nurse. She come in, and took care of the problem. I could say 90% of the nurses did a wonderful 
job.” 
 
“Well, I had a bad experience Sunday night. My roommate was loud and I just didn’t get any sleep. So, the 
nurse came in on Monday morning and I don’t know, maybe it was around 10:00. I said to her, ya know, I 
gotta have a different room. And, she said she knew about this room. And, she said I think it’s available. 
But, she said “I’m gonna have to wait” and so she came in about 1:00 and said “we got it.” And, we walked 
right over here.  That makes me feel good.” 
 
“Well on a comparative basis I won’t mention where, but I went to another hospital and the doctors and 
nurses, they were not really concerned with what was really wrong with me. I felt neglected.  Here, I 
certainly didn’t feel neglected. The doctors visit, I can’t believe how often and caring they came across. 
And, the nurses are, as I said, wonderful. I guess I don’t know if I should compare because there is so many 
hospitals, but here I felt it was the best situation. I would highly recommend the hospital to anybody else if 
they had to come for something.” 
 
DISCUSSION 
 
The findings from this phenomenological study viewing the hospital world through the lens of patients' eyes have 
many implications for nursing practice. Implications for nursing practice include enhanced communication among 
nurses and patients, increased patient satisfaction with their health care experience and improved staff satisfaction in 
the acute care environment. Additionally, potential benefits to participants may include a better understanding of 
nursing practices grounded in authentic presence. Furthermore, nursing has a moral responsibility to speak with 
patients’ voices (Gadow, 1989). Speaking with patients’ voices is a professional responsibility that becomes the 
catalyst for expanding the body of nursing knowledge as it relates to discovering methods to better care for patients. 
The chief nurse often is distracted by the business side of the organization with budget meetings, strategic planning 
and community affairs and is drawn away from the direct needs of the patients. By engaging in a hotline as a direct 
means of communication with the patients, the chief nurse may stay in touch with the heart of the business which is 
the patients. Direct patient interaction through a hotline to the chief nursing officer was the incentive for an initiative 
to adopt hourly rounding and bedside shift reports. If we, as nurses, believe that patients have a right to be active 
participants in their health-care experiences, then we must give voice to their values, choices, concerns and requests.  
 
Limitations of the Study 
 
The study used a convenience sample and therefore cannot be generalized to the population at large. It is anticipated 
that this preliminary study will form the basis for more research on this topic and therefore replication of the study is 
suggested. Another limitation to the study was the fact that the hotline number to the chief nursing officers was 
written on the patient communication board. In actuality, the staff could then become aware of which patients were 
included in the study and preferential treatment could have resulted leading toward a basis for biases in the study.   
 
Implications for Nursing Practice 
 
The purpose of this nursing research study was to explore the perceptions of patients who were provided with a 
direct line of communication via a “hotline” to the Chief Nursing Officer in order to provide them with a voice in 
decisions which directly involve their care. While reaching the chief nursing officer through a hotline is a tool that 
can be used by patients to ensure that their voices are heard and acted upon, another purpose for a hotline might be 
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for direct contact with the director of each of the units. Since the usual method of responding to the patients requests 
or concerns involved notification of the director of each of the respective units, it might be feasible for each of the 
directors to carry a cell phone for the specific reason of direct patient communication. In this manner, the director 
would not be a position that the patient was "going over their head" to reach a remedy to the situation that 
precipitated the call.  A hotline to the chief nursing officer is only one way to ensure that patients’ voices are heard 
and acted upon but this direct line of communication was found to be an effective tool.  
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